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This	Manual	outlines	the	Strengthening	Hospital	Responses	to	Family	
Violence	(SHRFV)	service	model	training	package	for	hospitals,	developed	
by	the	Royal	Women’s	Hospital	(the	Women’s)	and	Bendigo	Health.	

Introduction

The manual is a useful resource for  
anyone tasked with facilitating the SHRFV 
training modules in the hospital setting.  
It assumes that the facilitator has a strong 
background and understanding of family 
violence, its drivers and how to effectively 
respond and refer in a health setting.

All hospital staff, regardless of their role, 
should have an understanding of the 
key determinants of family violence and 
violence against women. 

Clinical staff also need to:

• understand how family violence and 
violence against women impacts or 
contributes to negative health outcomes 

• feel confident and competent in 
identifying, enquiring, assessing, 
responding to, and recording family 
violence in the hospital setting

• understand how to use the sensitive 
practice framework when enquiring and 
responding to disclosures

• understand the roles and responsibilities 
each professional has in relation to 
family violence and referrals to specialist  
family violence services.

The SHRFV training manual has been 
designed to respond to these needs. 

The first section of this manual explains 
the key components of the SHRFV training 
package. 

The training modules have been designed 
so that they can be delivered in a range of 
formats and settings and include:

MODULE	1  
A shared understanding 
• (for all hospital staff) covers the 

definitions and drivers of family violence, 
intimate partner violence as a health 
issue and the gendered nature and 
impacts of violence. 

MODULE	2	 
Identifying and responding 
• (for clinical staff only) covers clinical 

risk indicators, the six step model of 
sensitive enquiry for responding to 
patients who disclose, professional 
responsibility and staff support.

CONDENSED	MODULE	1	&	2	
• A combined and condensed version of 

modules 1 and 2 has also been provided 
for health practitioners with time 
limitations.

This manual provides the facilitator with 
important context and background 
information on family violence, risk factors 
and sensitive practice and the six-step 
model of sensitive inquiry. Facilitators need 
to be conversant with this information as 
a pre-requisite to delivering the content of 
the SHRFV training modules. 

The final section of the manual provides 
practical advice for facilitators on how to 
deliver the clinical training modules. 
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INTRODUCTION

Why	is	family	violence	
training	important?
Research shows that family violence, 
and broader violence against women 
has serious, lasting health impacts 
and accounts for substantial repeat 
presentations in hospitals.  

The National Plan to Reduce Violence 
against Women and their Children 2010–22 
recognised that health professionals are 
often an early point of contact for women 
who have experienced family violence and 
sexual assault. Women who have been 
subjected to violence will often seek health 
care, including for their injuries, even if 
they do not disclose the associated abuse 
or violence. The Plan also recognised 
that the first response, of every service, is 
pivotal to women’s safety and support.

As an early contact point for many people 
experiencing family violence, the Victorian 
public hospital system presents an 
opportunity for earlier identification, and 
improved responses and referral of victims. 
Achieving this requires that all health care 
practitioners are appropriately trained.

The World Health Organization (WHO) 
recommends that health-care providers 
offering care to women should receive 
in-service training on violence against 
women, focussing on intimate partner 
violence and sexual violence.1	

Supporting	training	
material
The suite of materials included in the 
SHRFV training package include: 

• the training modules 

• facilitators’ notes 

• PowerPoint slides 

• various interactive learning activities 

• video resources highlighting family 
violence statistics and key issues of 
family violence

• participant pre and post survey

• wallet cards for clinical staff  
to distribute to patients as required

• posters to promote the training 
programs

• posters to remind clinical staff to apply 
sensitive practice.
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The	training	modules

The following table outlines the SHRFV clinical training modules.

LEARNING MODULES

Module Objectives Content Target audience

Module	1:		
Shared	
understanding	

• A sound and practical 
understanding of 
family violence, 
particularly intimate 
partner violence 
as a health issue, 
its prevalence and 
impact 

• Awareness of the 
gendered nature 
and impact of family 
violence 

• Identification of the 
key determinants 
that underpin family 
violence and violence 
against women

• Understanding of 
hospital strategic 
response and policy 
in relation to family 
violence

Welcome and setting 
the scene

Learning objectives

Demystifying family 
violence 

Prevalence

Risk factors

Gender analysis

Myths

Health impacts

Overview of the SHRFV 
service model and 
introduce the concept  
of sensitive practice

Understanding of 
hospital strategic 
response and policy 
in relation to family 
violence

Professional 
responsibility

All hospital staff 
including:

• doctors

• nurses

• midwives

• other health 
professionals

• food service

• security

• administrative

• management.

Module	2:	
Identifying	and	
responding	

• Identification of those 
experiencing or at 
risk of experiencing 
intimate partner 
violence

• Introduction to the 
six step model of 
Sensitive Inquiry for 
responding to those 
experiencing or at 
risk of experiencing 
intimate partner 
violence.

Welcome and setting 
the scene

Learning objectives 

Clinical risk indicators

Principles of sensitive 
practice

Six-step brief 
intervention:
• identify (sensitive 

inquiry)
• brief supportive 

response
• identify risk factors/

assessing risk 
• action planning and 

steps towards safety
• referral
• documentation

• staff support

Clinical staff 
ONLY: 

• doctors

• nurses

• midwives 

• other health 
professionals.
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THE TRAINING MODULES

LEARNING MODULES

Module Objectives Content Target audience

Condensed	
Module	1	and	2

• A sound and practical 
understanding of 
family violence, 
particularly intimate 
partner violence 
as a health issue, 
its prevalence and 
impact 

• Awareness of the 
gendered nature 
and impact of family 
violence 

• Identification of those 
experiencing or at 
risk of experiencing 
intimate partner 
violence

• Introduction to the 
six step model of 
Sensitive Inquiry for 
responding to those 
experiencing or at 
risk of experiencing 
intimate partner 
violence

Welcome and setting 
the scene

Learning objectives

Strategic rationale

Prevalence

Clinical risk indicators

Diversity and family 
violence

Health impacts

Principles of sensitive 
practice

Six step – sensitive 
enquiry

Identifying family 
violence

Supportive responses

Referral

Documentation

Clinical staff 
ONLY: 

• doctors

• nurses

• midwives 

• other health 
professionals.
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The	two	clinical	training	modules	have	been	designed	as	45-minute	
sessions.	The	condensed	module	is	a	55-minute	session.	

How	to	use	this		
training	manual

These modules can be delivered through  
a range of mediums:

• in a training room or ward as small 
group education during staff handovers 
and double staffing time

• remote delivery (via Polycom video 
conferencing for example)

• integrating the modules into professional 
development days for nursing and 
midwifery staff, as a stand-alone training 
session that can be time expanded to 
allow for facilitated discussion, role plays 
and case scenarios

• as lunch-and-learn forums.

Facilitators	
The SHRFV service model training 
package has been developed assuming 
that the facilitator who leads the training 
has experience in working with family 
violence and has a sound understanding 
of the topic. In some hospital settings 
this might be a social worker, allied health 
professional, nurse or midwife or another 
clinician who has experience working with 
family violence or undertaken education  
or training in this area. 

The following points are suggestions  
for best practice delivery of the training.

• It is recommended that two staff 
members facilitate the training. This 
allows one trainer to lead and one to  
co-facilitate. 

• It is important that both the facilitator 
and co-facilitator are fully cognisant of 
the causes and drivers of family violence 
and how this is best communicated to 
hospital staff.

• The lead facilitator is experienced in 
facilitating group discussions, interactive 
exercises and small group activities. 

• Multidisciplinary facilitation teams work 
well to encourage inter disciplinary 
responses to family violence. Ideally 
a medical professional such as a 
doctor, nurse or midwife from within 
the hospital should co-present with 
the experienced family violence lead 
facilitator. 

• The training modules and materials are 
all based on adult learning principles 
that promote participation and 
interaction among the participants.

• Continuous learning and development 
for the facilitators is also recommended 
to ensure they keep abreast of emerging 
practice.

• Support and supervision for the 
facilitators by the project manager, 
implementation team or line manager is 
also fundamental.

• It is important for the facilitator to be 
cognisant of, and clearly communicate 
with, the range of clinical and non-
clinical staff who may attend this 
training, as their expertise and expertise 
will vary. 

Reflective	practice	
Reflective practice, like adult learning 
principles, is fundamental to professional 
development.2 In this context, it includes 
recognising that hospital staff bring 
individual and professional values, 
beliefs and cultures to their analysis of 
family violence issues. This is particularly 
relevant when examining family dynamics, 
relationships, gender and power. Therefore 
these sessions require facilitators who 
can tactfully respond to, unpack and even 
challenge different perspectives and biases 
that participants may bring to the subject 
matter (conscious or unconscious).
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HOW TO USE THIS TRAINING MANUAL

Being thoughtful about the circumstances 
of others as well as self-reflective about 
where and how we come to hold our own 
values, is an extremely positive and open 
way of approaching professional practice.

Roles	and	responsibilities	
It is crucial in delivering Module 2 training 
to reiterate that clinical staff are NOT being 
trained to be experts in family violence. 

The training is focussed on learning how 
to identify patients experiencing family 
violence and provide appropriate first-
line supportive care. This training serves 
to equip frontline staff with the capacity 
to better identify and respond with a 
‘brief intervention’ to family violence. This 
particularly applies when introducing the 
sensitive practice model. 

For an experienced social worker, exploring 
and assessing the risks to the patient 
based on their engagement, assessment 
and observation may be routine procedure. 
However, for a nurse/midwife who is less 
familiar with, or has limited experience in 
family violence, the experience of sensitive 
inquiry could be entirely new. 

For this reason, the facilitator is asked 
not to provide detailed or comprehensive 
instruction for each of the six steps; rather 
only guidelines to assist clinicians in 
providing first-line supportive care. 

Emphasis should focus on staff creating a 
sense of safety, support and respect, while 
remaining direct in their inquiry.

Inquiry and response should be empathic 
and is therefore not prescriptive. 
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Information	for		
facilitators

Pre-requisite	for	delivery
This section provides information that  
is important for both the facilitator and  
co-facilitator as a pre-requisite to 
delivering the training content.

The	hospital’s	strategic	position		
on	family	violence
Facilitators must fully understand the 
SHRFV rationale and how it aligns to  
the hospitals strategic direction and the 
wider perspective of work in the family 
violence area.

Supporting	participants
It is likely that some training participants 
will have direct or indirect experiences of 
family violence which may impact upon 
their response to the content.

It is important to advise staff that support 
if needed is available via their manager or 
the hospital Employee Assistance Program 
(EAP) or even their local family violence 
service/s.

Be prepared to find that the content of 
these modules may cause participants of 
all genders to feel upset or uncomfortable. 

Gendered	nature	of	family	violence
Why	does	the	SHRFV	training	focus	
predominately	on	supporting	women?	

Research from the 2012 ABS Personal 
Safety Survey and Australian Institute of 
Criminology shows that both men and 
women in Australia experience substantial 
levels of violence.3 However family 
and sexual violence is overwhelmingly 
committed by men against women.4

This SHRFV training aligns with the Family 
Violence Protection Act 2008 (Vic)5, which 
acknowledges that women and children 
are most likely to experience family 
violence at the hands of male partners. 

While anyone can experience family 
violence, it is most commonly committed 
by men, towards women, children and 
other vulnerable persons.6

The gendered nature of family violence is 
important to communicate to hospital staff 
whilst acknowledging that men also can be 
victims of family violence. 

Men are more likely to experience violence 
from other men.7 When men experience 
violence from a female partner, they are 
less likely to report sustained experiences 
of fear.8 

Any responses to men who state they  
are victims of family violence would 
require a slightly different approach.  
It is recommended that male victims 
call Men’s Referral Service (who will do 
a primary aggressor assessment) or the 
Victims Assistance program (VAC).9

Women are:

• most likely to experience physical and 
sexual violence in their home, at the 
hands of a male current or ex-partner

• more likely to experience violence from 
someone known to them

• likely to experience more serious harms10

• more likely to experience fear and 
anxiety.11
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INFORMATION FOR FACILITATORS

Context	and	
intersectionality	
Intersectionality is a concept or theory 
used to understand how an individual 
experiences the world through overlapping 
social identities and circumstances 
related to race, gender, sexuality, culture, 
ethnicity, citizenship and economic 
status.12 Intersectionality refers to 
our understanding of how women’s 
experiences of family violence are 
impacted by these identities (sometimes 
multiple), and the consequential barriers 
to safety they encounter due to racism, 
sexism, homophobia, bigotry, structural 
discrimination and other forms of 
oppressions.13

In certain contexts, such as for people with 
a disability or in need of care, a victim may 
experience family violence from a paid 
or unpaid carer. This is recognised in the 
Family Violence Protection Act 2008 (Vic) 
under ‘family-like relationships’.

Older people may be more vulnerable to 
abuse by adult children or other family 
members and experience higher rates of 
financial abuse. Some communities may 
have their own understanding of family 
violence, or may protect a user of violence 
due to past trauma or displacement.

It’s important to remember that, regardless 
of the setting in which it occurs, family 
violence is a human rights issue and may 
constitute a criminal offence.14

Cultural	competency
Cultural competence refers to a set of 
congruent behaviours, attitudes and 
policies that come together to enable 
professionals to work effectively in cross-
cultural situations.15 This is particularly 
relevant in a hospital setting where work 
colleagues and patients come together 
from different cultural/ethnic backgrounds.

In practical terms, competence comprises 
four components:

• awareness of one’s own cultural world 
view

• attitude towards cultural differences

• knowledge of different cultural practices 
and world views 

• cross-cultural skills. 

Developing cultural competence results 
in an ability to understand, communicate 
with, and effectively interact with people 
across cultures. 

Attitudes	towards		
family	violence
Violence-supportive attitudes are those 
that ‘justify, excuse, minimise or trivialise 
physical or sexual violence against women, 
or blame or hold women at least partly 
responsible for violence perpetrated 
against them’.16

Evidence from the findings of the National 
Community Attitudes Survey by VicHealth 
in 2013 suggests that such attitudes can 
create a culture in which violence is ‘at 
best not clearly condemned and at worst 
condoned or encouraged’.17

These attitudes are the beliefs and values 
gained from family, culture and a lifetime 
of experiences that heavily influence 
how a person views and evaluates both 
themselves and others.

In the hospital setting, this may translate 
to a health professional having a negative 
view of a person experiencing violence 
presenting in Emergency that may have 
experienced family violence. 

This categorisation of people can result 
in routine and automatic sorting of 
survivors, victims, and perpetrators into 
groups. This has the potential to override 
rational decisions, logical thinking and the 
professional attitude of a hospital staff 
member. 
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INFORMATION FOR FACILITATORS

Myths
One of the key aims of Module 1 is to 
gently challenge any myths held by 
participants around family violence. 
Prejudicial myths are dangerous because 
they influence how we think and feel about 
violence against women and their children. 
These beliefs and attitudes then influence 
how we act when confronted with violent 
behaviour or how we respond when we 
hear about violence.18

In the family violence context, there are 
many myths (or incorrect assumptions) 
about people experiencing violence 
that have been perpetuated by families, 
communities and media that have 
influenced how this topic is viewed and 
understood. Some common myths are:

• men should make the decisions and take 
control in relationships

• there’s nothing wrong with a sexist joke

• domestic violence is OK if the 
perpetrator gets so angry they lose 
control

• women could leave a violent relationship 
if they wanted to

• she must have provoked him somehow.

Risk	factors	
Particular groups experience greater 
vulnerability and that puts them at 
increased risk of family violence. These 
risk factors can impact on the prevalence, 
severity and form of domestic violence. 
They can also limit access to services.19

Gender
The biggest risk factor for those 
experiencing family and/or sexual 
violence is gender. While anyone can be a 
perpetrator or a victim of family violence, 
we know that it is most frequently and 
most severely perpetrated by men against 
women and children.

Poverty
Family violence does not discriminate 
according to income. 

However, women who are financially 
independent may have more options 
available when seeking a safe environment, 
such as renting alternative accommodation 
or flying interstate to stay with relatives. 
Where women do not have the financial 
means to leave a relationship, the violence 
is more likely to escalate leading to the 
involvement of police, family violence 
services, child protection and health 
services.

Poverty (including a gambling addiction) 
is therefore considered to be a risk factor 
for family violence as it may increase the 
frequency, the severity and the longevity 
of violence.

Family	violence	in	Aboriginal	and	
Torres	Strait	Islander	communities	
For Aboriginal and Torres Strait Islander 
peoples, the definition of family violence 
includes physical, emotional, sexual, 
social, spiritual, cultural, psychological and 
economic abuse that occurs within families, 
intimate relationships, extended families, 
kinship networks and communities. 

Aboriginal and Torres Strait Islander 
women experience disproportionately 
high levels of family violence. Nationally, 
Aboriginal women are 35 times more likely 
to experience hospitalisation due to family 
violence than non-Aboriginal women.20

The high prevalence of family violence 
for Aboriginal and Torres Strait Islander 
peoples can be attributed to the 
devastating impacts of colonisation since 
1788, including:

• dispossession of land and traditional 
culture through colonisation

• breakdown of kinship systems and 
family structures

• social and institutional racism and 
vilification

• economic exclusion and entrenched 
poverty

• collective grief and trauma from 
historical marginalisation, genocide and 
forced removal policies.
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INFORMATION FOR FACILITATORS

These impacts of colonisation on 
Aboriginal and Torres Strait Islander 
peoples have created further barriers to 
disclosing family violence and seeking 
assistance, including:21

• fear or distrust of the justice system 
and government agencies (e.g. due to 
negative experiences with police, courts 
and child protection systems)

• fear of not being believed and 
reluctance to report abuse

• pressure to protect the offender, 
relationship, children and greater 
community from state intervention

• fear of retaliation by the perpetrator 
and further negative repercussions from 
family and the community

• distorted perceptions within and outside 
communities that violence and abuse are 
‘normal’ and a part of cultural traditions

• lack of availability of appropriate 
services

• concerns around confidentiality in close-
knit communities and family networks.

Aboriginal women may or may not wish 
to access Aboriginal specific services. 
Therefore, options for both Aboriginal and 
general services should be offered. 

Family	violence	in	CALD	communities
It is important to note that all communities 
and cultures have violence-condoning 
and violence-supporting values, systems 
and practices; these are different in each 
community. 

Women in some culturally and linguistically 
diverse (CALD) communities face 
additional barriers to seeking support, such 
as language barriers, lack of knowledge 
about local laws and support services and 
visa status. 

Some CALD communities might have 
different understandings of what 
constitutes family violence. 

They might also have community 
mechanisms for responding to family 
violence, alongside a criminal justice 
approach.22	

Where an interpreter is required, it is 
preferable that this should be provided 
by a professional interpreter rather than 
relying on friends or family of the person 
experiencing violence. Where the person 
is from a small cultural community, 
requesting a telephone interpreter from 
interstate may be required to ensure 
confidentiality and safety for the person 
disclosing.

Disability	
The Family Violence Protection Act 2008 
(Vic) recognises that family violence 
and ‘family like’ relationships may exist 
between people with disabilities and paid 
and unpaid carers and accordingly the Act 
applies to these relationships.

Women and girls with disabilities 
experience higher rates of violence. In 
particular those who are most excluded 
from social and economic participation, 
such as women and girls with intellectual 
disabilities, may experience forms of both 
gender based and disability based violence 
such as over/under medicating, not 
attending to personal hygiene needs, or 
denying access to support services.23	

Pregnancy/new	birth	
Domestic violence during pregnancy is 
associated with several negative health 
and mental health outcomes for the foetus, 
mother and child.24 The ABS Personal 
Safety Survey reports that pregnant 
women are at increased risk of family 
violence during pregnancy. Almost  
60 percent of women who had 
experienced violence perpetrated by a 
former partner were pregnant at some 
time during the relationship; of these,  
36 percent experienced the abuse 
during their pregnancy and 17 percent 
experienced it for the first time when  
they were pregnant.25
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INFORMATION FOR FACILITATORS

Rural	communities
People in rural and regional areas 
experience greater vulnerability due 
to distance, availability of professional 
support, transport options and associated 
costs in gaining access to resources, 
including translators, for support. Extra 
challenges may also surround the level of 
privacy in smaller communities and the 
potential to re-encounter perpetrators. 
Additionally, access to firearms in 
rural settings is associated to the 
disproportionate number of family  
violence related homicides in rural areas.26

Lesbian,	gay,	bisexual,	transgender,	
intersex	(LGBTI)	people
People who are lesbian, gay, bisexual, 
transgender, intersex, or questioning their 
gender or sexuality, have experienced 
high levels of family violence and may 
be at greater risk of violence from family 
members such as parents, siblings and 
offspring. 

The LGBTI community faces barriers to 
accessing a range of services which hold 
traditional views of sexuality and gender 
or are feared to do so, including health 
care and specialist services. Some LGBTI 
people are at higher risk of family violence, 
or have less access to supportive services. 
These include people who are transgender, 
people with a disability, and people from 
communities or areas with rigid gender 
roles and conservative views about 
sexuality.27

In order to minimise the effects of the 
additional risks and vulnerabilities that 
might be experienced by people in 
LGBTI relationships, it is important that 
organisations, as employers and service 
providers, are respectful of people’s 
choices regarding the pronouns and 
identities they use to describe themselves 
and others in their family and community.28

Age
With older age, people may experience 
a reduction in social networks, loss of 
economic power and access to resources, 
frailty or dependency and limited housing 
options.29 Violence is typically perpetrated 
by someone close to them, inclusive of 
caregivers. 

It is important to note that young women 
(18–24 years) experience significantly 
higher rates of physical and sexual violence 
than women in older age groups.30 
However, older women at risk from family 
violence experience significant barriers to 
safety including:

• shrinking social, family and friendship 
networks

• lack of information about rights and 
support services in accessible formats

• limited housing options

• loss of economic power and access to 
resources

• frailty, physical ailments or physical 
dependency

• mental health decline, dementia or other 
age-related illnesses

• cultural beliefs about the place of older 
women in society.
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Sensitive	practice

All health professionals – knowingly or 
unknowingly – engage with patients who 
have experienced, or who are experiencing 
violence. ‘Sensitive practice’ is a way of 
working as a health care professional 
to more effectively engage with those 
patients. It is developed from research 
with victims/survivors of childhood 
sexual abuse and their lived experiences 
of receiving support from health care 
professionals. 

Module 2 focuses on sensitive practice 
and the six-step model of sensitive inquiry. 
Module 2 and the condensed module are 
ONLY for clinical staff including doctors, 
nurses, midwives and other health 
professionals.

Principles	of		
sensitive	practice
The practice of sensitive enquiry adapted 
and piloted in the SHRFV project is 
based on the Victorian Family Violence 
Risk Assessment and Risk Management 
Framework (known as the Common 
Risk Assessment Framework or CRAF), 
and the principle of sensitive practice, 
based on lessons from victims and 
survivors of childhood sexual abuse in 
Canada. It also follows the World Health 
Organizations (WHO) recommendation 
that health care providers should ask 
about intimate partner violence when 
assessing clinical conditions associated 
with IPV, for example, depression, anxiety, 
repeat presentations, intrusive partner, 
unexplained chronic pain and unexplained 
reproductive symptoms. 

The principles of sensitive practice can be 
universal32 and can be applied regardless 
of potential abuse or trauma histories, and 
particularly relevant in working from the 
perspective of patient-centred care. 

The principles of sensitive practice are:

Listen	
Because abuse undermines an individual’s 
personal boundaries and autonomy, people 
experiencing family violence often feel 
diminished as human beings and may be 
sensitive to any hint that they may not be 
believed or listened to. Many survivors say 
that being accepted and heard by a health 
care practitioner helped them to feel 
respected.

Taking	time	
Feeling genuinely heard and therefore 
valued is a supportive experience, and in 
some cases may be the most effective 
intervention a clinician has to offer.

Rapport	
Good rapport not only increases a 
person’s sense of safety, but also facilitates 
clear communication and engenders 
cooperation.

Sharing	information	
As the term sharing information implies, 
it is a mutual process of information 
exchange in which both parties feel heard 
and understood. A place to begin is to 
ask patients what they need and to invite 
questions. 

Sharing	control	and	informed	consent	
Sharing control of what happens in the 
clinician-patient interaction enables 
individuals to be active participants in their 
own care, rather than passive recipients 
of treatment. The process of ascertaining 
informed consent is a vital part of sharing 
control, as well as legal responsibility. 
Informing, consulting and offering choices 
are all part of seeking consent. 

The sensitive practice31 model and 
the six-step model of sensitive inquiry 
helps clinicians engage with patients 
and clients in a way that increases or 
elicits their feelings of safety, respect 
and control.
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SENSITIVE PRACTICE

Respectful	boundaries	
The provision of health care often 
requires clinicians to work in close 
physical proximity to patients and to seek 
information of an intimate nature. Survivors 
have said that health care practitioners’ 
questions and actions when initiated either 
without explanation or without permission 
left them feeling violated.

How	to	apply		
sensitive	practice	
The primary goal of sensitive practice 
is to facilitate feelings of safety, choice 
and control for the patient during their 
interaction with health professionals. 

Safety is a critical issue when working 
with patients who have experienced 
violence, particularly as most patients will 
know the perpetrator and therefore have 
experienced a deliberate and traumatic 
betrayal of trust. Secondly, a central 
element of the experience of violence is 
a feeling of powerlessness, therefore it is 
critical to give all patients as much choice 
and control over their health care as 
possible. 

Applying sensitive practice into clinical 
settings might include:

Communication	
• Actively listening to what a patient is 

telling you.

• Using language that is easily understood, 
i.e. avoid medical jargon.

• Checking that the patient understands 
what you are saying.

• Using qualified interpreters, if required 

• Asking if the patient has any concerns 
or questions about procedures or 
treatments.

• Constantly checking that the patient 
is comfortable with any procedure, 
particularly if it involves touch or 
invasive examination or treatment.

• Obtaining consent prior to making a 
referral. 

Respect	
• Respecting decisions and choices the 

patient makes. View the patient as the 
expert in their own life. It is important 
that they have as much control as 
possible over their care and their body. 
Recognise and respect that cultural 
background may have an influence on 
their decisions.

• Conveying, at all times, a non-
judgemental attitude.

• Taking the time to respond appropriately 
to the patient’s needs.

• Discussing confidentiality, and the 
limits of this, with patients. Accept the 
patient’s choice to continue talking 
about their experiences or not.

• Ensuring a patient’s privacy when 
discussing personal details. 

Information	
• Always introducing yourself and 

explaining your role.

• Providing and discussing care and 
treatment options with patients.

• Advising patients of the details of 
the service to be provided including 
information regarding waiting times.

• Prior to undertaking any procedure, 
providing the reasons why to the patient 
– this includes taking blood pressure,  
or assisting with breast feeding.

• Providing referral information to 
patients, if requested. 



TRAINING MANUAL • EDITION 2 • AUGUST 201615STRENGTHENING HOSPITAL RESPONSES TO FAMILY VIOLENCE

The	Women’s	and	Bendigo	
Health	experience

From the Stage One Evaluation Report on 
SHRFV project33, practitioners from the 
Women’s and Bendigo Health talk about 
how patients received ‘sensitive inquiry’:

“ some practitioners reported that their 
questions had been gratefully accepted 
by patients, particularly when patients 
feel comfortable that sensitive inquiry 
is part of normal practice within their 
health care and that the model of 
sensitive practice is effectively applied”. 

See the full Our Watch evaluation report 
for further reflections from the pilot 
project. This can be accessed from the Our 
Watch website: www.ourwatch.org.au.

https://www.ourwatch.org.au/What-We-Do-(1)/%E2%80%8BStrengthening-Hospital-Responses-to-Family-Violen


FACILITATOR’S	NOTES
TRAINING	MODULES

MODULE 1:  
A shared understanding
45	minutes 
Targeting all hospital staff

MODULE 2:  
Identifying and responding
45	minutes 
Targeting clinicians only

CONDENSED MODULE 1 & 2:  
Shared responsibility and identifying  
and responding
55	minutes 
Targeting clinicians only
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Module	1
A shared understanding

WELCOME	&	BACKGROUND	(7	minutes)

Slide 1 Facilitator dialogue

Acknowledgement of Country occurs at the beginning of a presentation or training. The following are two 
Acknowledgment of Country suggestions for staff on Kulin Nation traditional land. 

“ This hospital acknowledges and pays its respect to the people of the Kulin Nations,  
the traditional owners of the country on which we are meeting today.” 

“ We respectfully acknowledge that we are meeting on the traditional land of the Kulin Nation,  
made up of the tribes of Boonerwrung, Wurundjeri, Taungerong, Dja Dja Wrung and Wathaurung.”

Trainers doing an Acknowledgement of the Traditional Owners outside of the Women’s or the Kulin Nation  
must check with the Local Land Council who the traditional owners of the country are. 

Project	background

Advise participants that this session is part of a training package developed by the Women’s and Bendigo 
Health in partnership with Our Watch and funded by DHHS. While the training package has been put together 
from the experiences of a Victorian pilot it is available for all hospitals across Australia. This module is targeted 
to any staff (not just clinical).

Content	warning	about	topic

Family violence is common and the content in this training may make you think about your current situation 
or a past situation or you may know someone who is experiencing family violence. This training could be 
upsetting. Advise them to take care and seek support if needed i.e. Friends and Family, Employee Assistance 
Programs (EAP) – have these brochures available.

Remind staff that this is not an ‘endurance test’ and if they need to take some time aside they are welcome to. 

We will not assume that those leaving the room perhaps to use the bathroom ‘aren’t coping’. 

Recognise that for the purposes of this training, we will keep discussions brief (due to time constraints). Where 
time allows, they are welcome to share their professional experiences, as it can enhance the learning of others. 
Please ensure however that the confidentiality of patients is maintained in doing so.

Confidentiality	

Seek agreement in the room that what is shared in today’s session is confidential and stays in the room.

Key message(s)

• Welcome participants, 
introduce yourself and 
the co-facilitator 

• Content warning and 
self-care
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M

ODULE
1MODULE 1: A SHARED UNDERSTANDING

WELCOME	&	BACKGROUND	(7	minutes)	(continued)

Slide 2 Facilitator dialogue

Refer to slide.

Slide 3 Facilitator dialogue

Today we will be briefly covering …. read slide.

Slide 4 Key message(s) Facilitator dialogue

• Family violence is a 
serious health issue.

Reassure participants that this training is not about preparing them to become 
family violence experts and it is not about adding to their workload. It is about 
increasing awareness and understanding and providing them with some more tools 
to support their work. 

The National Plan to Reduce Violence against Women and their Children 2010–2022 
(the National Plan) indicates people experiencing violence are more likely to disclose 
to health professionals and that the first response is pivotal to their safety and 
support. 
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1MODULE 1: A SHARED UNDERSTANDING

WELCOME	&	BACKGROUND	(7	minutes)	(continued)

Slide 5 Facilitator dialogue

Family violence is a fundamental violation of human rights and is unacceptable in any form. 

Family violence can occur in all kinds of families, and in family relationships extending beyond intimate partners, 
parents, siblings, and blood relatives. It includes violence perpetrated by older relatives, by younger family 
members, or against a same-sex partner, or from a carer towards the person they are looking after.

In some circumstances family violence is a criminal offence, with criminal sanctions being better and more 
consistently enforced by police.

Disproving the ‘attitudes’ and ‘myths’ that women are just as bad or falsely report it.

Affects the whole community – similar to in the past drink driving was widely accepted but now is not. 
Attitudes are changing due to law enforcement and community awareness.

Why	the	focus	on	women?

Intimate Partner Abuse and Partner Abuse is the focus of this particular training, because women are more 
likely to experience FV from a current or former partner.

However we need to acknowledge other forms of violence as you can see from the diagram.

In the context of training regarding intimate partner violence we generally refer to women as experiencing the 
violence and men as perpetrating the violence, while acknowledging that men can also be  victims and women 
can also be perpetrators.

We do not disregard that men can also be victims, and that women can also be perpetrators. 

• Most men are not violent; however, the majority of violence involves men – this includes male-to-male violence 
as well as male-to-female violence

• Severe female-to-male violence is unusual; when it occurs the same care and attention should be provided to 
the victim/survivor.

• Elder abuse – defined as “any action, or deliberate inaction, by a person in a position of trust which causes 
harm to an older person.” (World Health Organization, 2002).34

• Sexual assault is any sexual behaviour that makes a person feel uncomfortable, frightened or threatened. It is 
sexual activity to which a person does not consent. The use of emotional or physical violence to force another 
person to engage in sexual activity also constitutes sexual assault. 

Key message(s)

• Experiences of family 
violence are broad.

• This training will focus 
on intimate partner 
violence/partner 
abuse.
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WELCOME	&	BACKGROUND	(7	minutes)	(continued)

Slide 5 (continued) Facilitator dialogue (continued)

• Sexual assault can take various forms, some of which are criminal offences: 35

• touching, fondling, kissing
• being made to look at, or pose for, pornographic photos
• voyeurism
• exhibitionism
• sexual harassment 
• verbal harassment/innuendo
• rape
• incest/interfamilial child sexual assault
• stalking

Sexual assault is a crime:

• predominantly experienced by women and children. Men do experience sexual assaults, although the 
incidence is much lower.

• common within families. The offender is rarely a stranger and is often someone that the person knows and 
trusts, such as a family member or friend.

• in the main perpetrated by men who abuse a position of trust, authority and power.

Sexual assault can occur to people from all cultural backgrounds. It is a crime that can leave the person feeling 
isolated and silenced. Victim/survivors never provoke a sexual assault, are never to blame and are never 
responsible for the actions of the offender.36

Key message(s)

• Experiences of family 
violence are broad.

• This training will focus 
on intimate partner 
violence/partner 
abuse.
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DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)

Slide 6 Key message(s) Activity Facilitator dialogue

• Attitudes about 
stereotypes are 
learned at a very early 
age.

• Whole of community 
responsibility to 
address attitudes that 
promote and excuse 
family violence.

Introduce and show video –  
‘It’s time to Act on Our Watch’ – 4.02 
mins

• https://youtu.be/tB7Pkcue9Rk

This video was developed by the 
Women’s & Bendigo Health project 
partner – Our Watch. 

Ask participants: what stood out you 
about this short video? 

Before slide 7 activity

Ask the room to provide some examples of what might constitute FV.

Slide 7 Key message(s) Facilitator dialogue

• Defining family 
violence

• This is the legal definition of ‘family violence behaviours’ as per the Family Violence 
Protection Act 2008 (Vic).

• Family violence is based on unequal power that can be maintained economically, 
physically, emotionally and psychologically and has its basis in fear can be ongoing 
or a one-off action. 

• Family violence is characterised by an imbalance in power whereby the perpetrator 
uses abusive behaviours and tactics to obtain power and control over the victim 
causing fear.

https://youtu.be/tB7Pkcue9Rk
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DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)	(continued)

Slide 8 Activity Facilitator dialogue

Question/discussion

What are some 
potential short and 
long term health issues, 
behaviours or outcomes 
for children exposed to 
IPV?

• The impact of living in a violent environment on a child’s emotional wellbeing, 
social capacity and cognitive ability, are both immediate and long term. 

• As a result of these broader impacts, intimate partner violence cannot be 
addressed in isolation. 

• Clinicians will need to ensure that interventions and pathways seek to also ensure 
the safety of the children.

• Family violence was a factor in 80% of child deaths known to child protection in 
2013 (State of Victoria, Commission for Children and Young People, 2013)

Key message(s)

• Impacts on children 
exposed to IPV

Slide 9 Key message(s) Facilitator dialogue

• When working with 
children experiencing 
violence – keep the 
‘voice of the child’ 
metaphorically i.e. 
(consider their needs) 
in the room even 
though the child 
or children are not 
present.

• The ‘paramount 
principle’ – the 
interests of children 
should be prioritised 
over the interests of all 
other parties.

Mandatory	reporting

• This is discussed more in Module 2 - referrals.

• Mandatory reporting (the legislative requirement imposed on selected classes 
of people to report suspected cases of child abuse and neglect to government 
authorities) has been enacted across all Australian states and territories in various 
ways. 

• However, the laws are not the same across all jurisdictions. 

• The main differences concern who has to report, and what types of abuse and 
neglect have to be reported. 

Department of Human Services (2012), Mandatory Reporting. Advice no. 1122.

• Early and repeated exposure of children to family violence may result in:

• “Negative impacts on physical, psychological, emotional, social, behavioural, 
developmental and cognitive well-being and functioning”

Department of Human Services (2013), Assessing children and young people 
experiencing family violence: A practice guide for family violence practitioners.
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DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)	(continued)

Slide 10 Key message(s) Facilitator dialogue

• Cultural groups may 
have a different 
interpretation of who 
is considered ‘family’.

• The act is inclusive 
of ‘family like’ 
relationships such as 
caregiver or someone 
you reside with.

• This is the legal definition of ‘family’ as per the Family Violence Protection Act 
2008 (Victoria)

• Aboriginal and Torres Strait Islanders as well as culturally and linguistically diverse 
populations may have definitions of family that will also extend to relationships 
within extended families, kinship networks and communities.37

• The act also recognises that relationships such as a caregiver or someone that you 
reside with (a flatmate for example) could even be considered as ‘family like’ – “the 
relationship between the persons must be considered in its entirety”.

Slide 11 Key message(s) Facilitator dialogue

• Women are most at 
risk in their own home.

• Home should be a place of safety, sanctuary but for many women is often not.

• Australian women are most likely to experience physical and sexual violence in 
their home, at the hands of a male current or ex-partner.
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DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)	(continued)

Slide 12 Activity Facilitator dialogue

Question

• Ask participants for 
their reactions to 
these figures.

• Consider – statistically 
if its 1 in 3; how many 
women many women 
presenting to this 
service on a daily/
weekly/yearly basis 
could we potentially 
identify?

• Read through the statistics. 

• Advise that these have been collated through the Australian Bureau of Statistics, 
Personal Safety Survey (PSS) from 2012. The survey collects information of men 
and women over the age of 18 about the nature and extent of violence experienced 
by men and women since the age of 15, including their experience of violence in 
the 12 months prior to the survey.

• Information is reliant on people residing in a private dwelling; PSS may have also 
under represented those from a non-English speaking background due to limited 
use of interpreters.Key message(s)

• Family violence is 
common.

Activity – Common myths (3 mins)

• Ask participants about any myths (or incorrect assumptions) about family violence that they have heard or the media promotes? 

• Ask 1 or 2 participants to share their answers then show slide 11.
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DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)	(continued)

Slide 13 Facilitator dialogue

• Raise the point that participants will have their own biases (unconscious) i.e. beliefs and values gained from 
family, culture and a lifetime of experiences that heavily influence how they view family violence.

• As the video mentions, simply expecting that women could just leave an abusive relationship assumes that 
women choose to stay and continues to remove accountability from the perpetrator.38 This is the most lethal 
time, and there are a range of psychological and practical things that need to be in place for people to be able 
to leave safely. 

• Ask what effect the perpetuation of these myths do to the victim?

• Note that often the focus is on what the person experiencing family violence does or does not do rather than 
questioning the perpetrator’s violent behaviour.

• Provide the story of the man who controls his anger in other environments: work, sports clubs, social events 
and in the community. There are examples of this in Australian society;

• Case of James Ramage, a successful businessman who murdered his wife Julie by strangling her in the 
family room of their Balwyn home. his criminal record shows he was acquitted of murder and found guilty of 
manslaughter.39

• This case also demonstrates how myths about family violence (such as men not being able to control their 
anger when provoked) has become embedded in social institutions – in this instance the criminal charge was 
reduced from homicide to manslaughter on the basis that his wife ‘verbally provoked him’ into committing an 
act of homicide.

• Murder/suicide of the Hunt family in Lockheart, NSW.

• Note that the media often perpetuates things further by diluting the attention and reporting of family 
violence. For example, an emphasis on the mental health aspect of the perpetrator and providing suicide 
prevention supports at the end of articles, as opposed to support for women and their children who might be 
experiencing/impacted by violence. See for example media articles relating to the two recent cases referred 
to above and the media depiction of these stories.

Key message(s)

• Particular attitudes 
of the community 
reinforce and excuse 
family violence.

• Victim blaming shifts 
focus from perpetrator 
accountability.

• Unconscious bias can 
shape our view of 
family violence.
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UNDERSTANDING	THE	CAUSES	AND	IMPACT	OF	FAMILY	VIOLENCE	(10	minutes)

Slide 14 Facilitator dialogue

• According to research, men are more likely to engage in violence against women if they hold negative 
attitudes towards women and hold traditional gender role attitudes. 

• These attitudes legitimise violence as a method of conflict resolution as a ‘private matter.’40	

• Violence-supporting attitudes are also more common among males who exhibit low levels of support for 
gender equality (VicHealth 2007).

• Gender inequality is both a cause and consequence of violence against women. 

• Gender inequality creates the necessary social context for violence against women to occur.

Key message(s)

• Family violence is a 
gendered issue

Slide 15 Key message(s) Activity Facilitator dialogue

• Reinforce community 
attitudes

Introduce	video	to	end	the	session

• Violence Against Women (VicHealth) 
2.23min

• https://youtu.be/8E7RGjk69T4

• This video will reinforce some of what 
we have discussed.

• This video was developed by VicHealth, 
and based on the findings of the 
National Community Attitudes Survey 
2013. 

https://youtu.be/8E7RGjk69T4
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UNDERSTANDING	THE	CAUSES	AND	IMPACT	OF	FAMILY	VIOLENCE	(10	minutes)	(continued)

Slide 16 Facilitator dialogue

• Women are not inherently vulnerable, but are made so by oppressive and discriminatory structures, legal 
practices and attitudes. 

• There is often a misconception that a person’s status in society such as level of education, religion, race,  
socio economic status, is considered a determinant for family violence. 

• Family violence occurs across all areas of society, it does not discriminate. 

• While anyone can be a victim or perpetrator of family violence, it is most likely to be committed by men 
against women, children and other vulnerable people.41

Key message(s)

• Considering gender as 
a risk factor for family 
violence

Slide 17 Facilitator dialogue

• The following are evidence based risk indicators that will increase the likelihood or severity of violence, 
including seriously injury or death. 

• They are categorised into risks related to the victim, the perpetrator and the relationship.

• More detail about assessing for these risks will occur in the Module 2 – Identifying and responding. 

Key message(s)

• Evidence-based risk 
factors
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UNDERSTANDING	THE	CAUSES	AND	IMPACT	OF	FAMILY	VIOLENCE	(10	minutes)	(continued)

Group activity (3 mins)

Ask participants “regardless of issues pertaining to family violence, 
what additional complexities might any women face in accessing 
hospital services?”

Possible responses:
• Language/communication issues
• Health care costs
• Transport into the hospital
• Fear of judgement due to medical practices, religious beliefs, 

sexual orientation etc.

How do we currently work to provide care for these groups?  
(Have 1 or 2 participants offer responses)

Possible responses:
• Utilising Aboriginal Liaison Officers 
• Interpreters (incl. sign language) 
• Practicing in a non-judgemental way
• Wheelchair access
• Outreach clinics, etc. 

Slide 18 Facilitator dialogue

• The point of the exercise is to consider all the complexities that may pose barriers to women feeling safe and 
able to disclose violence, and to start to think about ‘enablers’.

• There are some groups in our society who may face additional barriers to safety. 

• These additional factors are not causal and are not determinants of violence. For example, not ALL people 
who identify with one of these groups will have experienced violence, but their capacity to disclose and to 
access support may compound their experience of family violence. We call this ‘intersectionality’. 

• Are there any groups that surprise you?

Key	fact(s)

• Indigenous women experience disproportionately high levels of family violence and experience the ongoing 
impacts of colonisation, including the forced removal of their children. 

• Women with a disability are more likely to experience violence. For example, 90% of Australian women with 
an intellectual disability have been subjected to sexual abuse.42

• While specialist service exists that responds to the needs of women from diverse backgrounds, an option of a 
referral to a specialist service or a mainstream service should always be provided.

Key message(s)

• Barriers to accessing 
support for ‘high risk’ 
groups

• Consideration when 
working with diversity
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UNDERSTANDING	THE	CAUSES	AND	IMPACT	OF	FAMILY	VIOLENCE	(10	minutes)	(continued)

Slide 19 Key message(s) Facilitator dialogue

• Burden of disease

• Impact of IPV on 
health

• Women are overwhelmingly more likely to be the victims (ABS 2003; Bagshaw & 
Chung 2000) and to suffer associated health impacts.

• Compared with male victims of relationship violence, women are:

• Three times more likely to be injured as a result of violence

• Five times more likely to require medical attention or hospitalisation

• Five times more likely to report fearing for their lives.43,	44

Slide 20 Key message(s) Facilitator dialogue

• Burden of disease

• Impact of IPV on 
health

• Intimate partner violence is responsible for more ill-health and premature death 
in Victorian women under the age of 45 than of any other well-known risk factors, 
including high blood pressure, obesity and smoking. 

• 59% of the health impact experience by women is anxiety and depression.45

•	[Dependent	on	your	hospitals	policy/position	on	roll	out	of	this	training] This 
is the rationale for why we are doing this work in focussed/target areas such as 
Women’s Health, Mental Health and Alcohol and Drug Services to start with. 

These are further recommendations of the WHO clinical and policy guidelines 
Responding to intimate partner violence and sexual violence against women. 
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SUMMARY	–	YOUR	ROLE	AS	HEALTH	PROVIDERS

Slide 21 Facilitator dialogue

In	closing:

• Ask participants what information they found most interesting? 

•	Resources – More information is available in the pre reading

•	Further	training – acknowledge that this is a complex issue, and that this training is brief; please encourage 
the uptake of any further full study days. These may be internal or external – an option for external training in 
Victoria can be found at www.thelookout.org.au

• Inform clinical staff that Module 2 – Identifying and responding will introduce them to the sensitive inquiry 
model 

• Let participants know that a survey will be sent around to gauge how the training was received.
Key message(s)

• Family violence is 
prevalent

• Health have a role to 
play 

• Don’t work alone, 
consult 

http://www.thelookout.org.au
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Module	2
Identifying and responding

WELCOME	&	BACKGROUND	(7	minutes)

Slide 1 Facilitator dialogue

Acknowledgement	of	Country	occurs at the beginning of a presentation or training. The following are two 
Acknowledgment of Country suggestions for staff on Kulin Nation traditional land. 

“This hospital acknowledges and pays its respect to the people of the Kulin Nations, the traditional owners of 
the country on which we are meeting today.” 

“We respectfully acknowledge that we are meeting on the traditional land of the Kulin Nation, made up of the 
tribes of Boonerwrung, Wurundjeri, Taungerong, Dja Dja Wrung and Wathaurung.”

Trainers doing an Acknowledgement of the Traditional Owners outside of the Women’s or the Kulin Nation must 
check with the Local Land Council who the traditional owners of the country are. 

Project	background

Advise participants that this session forms part of a training package developed by the Women’s and Bendigo 
Health in partnership with Our Watch and funded by DHHS. All hospitals have access to the training package 
across the Commonwealth and all states and territories. This training is targeted	to	clinical	staff	only.

Warning	about	topic

• That some staff may have personal	experiences and this could be distressing. Advise them to take care 
and seek support if needed i.e. Employee Assistance Programs (EAP), Specialist FV services – have these 
brochures available.

• Remind staff that this is not	an	‘endurance	test’ and if they need to take some time aside they are welcome to.

• Let’s also not assume that those leaving the room perhaps to use the bathroom ‘aren’t coping’. 

• Recognise that for the purposes of this training, we will keep discussions brief (due to time constraints), where 
time allows, they are welcome to share their professional experiences, as it can enhance the learning of others. 

• Reassure participants that this training is not	about	preparing	them	to	become	family	violence	experts and 
it is not about adding to their workload. It is about learning how to identify patients experiencing family 
violence and provide appropriate first-line supportive care.

•	Confidentiality – seek agreement in the room that what is shared in today’s session is confidential and stays in 
the room

Key message(s)

• Welcome participants, 
introduce yourself and 
the co-facilitator 

• Trigger warning &  
self-care



TRAINING MANUAL • EDITION 2 • AUGUST 201632STRENGTHENING HOSPITAL RESPONSES TO FAMILY VIOLENCE

M

ODULE
XMODULE 2: IDENTIFYING AND RESPONDING

WELCOME	&	BACKGROUND	(7	minutes)	(continued)

Slide 2 Facilitator dialogue

Today we will be briefly covering …. read points from slide

Slide 3 Key message(s) Facilitator dialogue

• How to identify

• How to respond

It is about learning how to identify patients, in the scope of their practice, that are 
experiencing family violence and provide appropriate first-line supportive care. 

Reassure participants that this training is not to prepare them to become family 
violence sector experts and it is not about adding to their workload. 

The National Plan to Reduce Violence against Women and their Children 2010–2022 
(the National Plan) indicates women experiencing violence are more likely to 
disclose to health professionals and that the first response is pivotal to their safety 
and support. 

Before slide 4 activity (3 mins)

• Ask participants to recall the key issues identified from the previous session.

• What difference this has made to their practice since Module 1?
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WELCOME	&	BACKGROUND	(7	minutes)	(continued)

Slide 4 Key message(s) Facilitator dialogue

• Family violence is 
preventable.

• Family violence is a 
serious health issue.

• We have a role and a 
unique opportunity as 
health professionals.

Are there are any questions before commencing this session?
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SENSITIVE	PRACTICE	MODEL	(35	minutes)

Slide 5 Activity Facilitator dialogue

Activity	(5	mins)

Show case study slide 
and ask the whole 
group:

• What relevant health 
related questions 
would be ROUTINELY 
asked by nursing or 
midwifery staff in a 
scenario* like this? 
Examples might 
include:

• Do you have any pain 
anywhere? 

• Do you have any 
allergies?

• Are you pregnant?

• How was this treated 
last time?

Complete activity. 

What	about	asking	if	she	is	experiencing	any	form	of	violence?

• Explain what could be achieved if all health care professionals were as informed 
about family violence as they are about wound care, or diabetes management, for 
example?

• The (WHO) states we should inquire about FV when assessing for conditions that 
may be “caused or complicated” by intimate partner violence (IPV). 

• By incorporating family violence into routine assessment and normalising as part of 
health care, we are seeking to better identify the cause of the health problem, and 
therefore we are better able to diagnose and treat conditions.

• Consider how long it took to adopt the approach in society that smoking was bad 
for your health, and that you’d be then asked if you were a smoker? Can you recall 
a time when workplaces EVEN HOSPITALS would smoke inside, in office spaces, at 
the patient bedside? 

• Being asked about this issue and other ‘sensitive issues’ such as mental health is 
now normal clinical practice; we need to approach family violence in a similar way.

* Scenario may need adaptation dependent on audience/department being trained. 
If time allows, multiple case scenarios could be offered inclusive of scenarios that 
consider intersectionality and how staff would respond to each scenario.

Key message(s)

• Context of how FV 
relates to health

• Importance of asking 
direct questions to 
improve diagnosis and 
treatment
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Slide 6 Activity Facilitator dialogue

Ask:

• Are there any that you 
are surprised by? 

• Have you ever 
had professional 
experiences of 
seemingly medically 
related presentations 
that have resulted in 
the identification of 
violence?

• According to research the following form the list of clinical conditions that are 
associated to IPV.46

• Many of the clinical diagnosis here may be directly caused or complicated by 
intimate partner violence.47

• As a result, we should consider that when assessing for such conditions we should 
also consider assessing for family violence in order to better diagnose and treat.48

• In explaining the correlation of family violence to many of these conditions we 
consider the psychological impact and ‘social determinants’ of health. For example, 
adverse health and the progression of some of these conditions could be due 
to the result of limited or controlled access to resources. i.e., a woman may be 
permitted to only seek health care at particular times such as during pregnancy, or 
may not have the financial means (possibly as a result of financial control) to seek 
health care and treatment/prescriptions, causing a condition to progress, reoccur 
or remain untreated.

Key message(s)

• Illustrating impact of 
family violence on 
health

• Conditions that may 
serve as an indicator 
to further assess for 
family violence
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Slide 7 Facilitator dialogue

Recap	of	Module	1

• The point of the exercise is to consider all the complexities that may pose barriers to women feeling safe and 
able to disclose violence, and to start to think about ‘enablers’.

• There are some groups in our society where there are additional factors that impact on a victim/survivors 
vulnerability for continued violence; it is not a determining factor. For example, not ALL that may identify with 
one of these groups will have experienced violence, but it is due to these barriers that their experience of 
family violence is further compounded. Are there any groups that surprise you?

Key	Fact(s):

• Indigenous women experience disproportionately high levels of family violence.

• There is growing evidence that women with a disability are more likely to experience violence. For example, 
90% of Australian women with an intellectual disability have been subjected to sexual abuse.49

• Just as in healthcare – there are specialist FV agencies that will have best practices for these groups/
communities. 

• While specialist service exists that responds to the needs of women from diverse backgrounds, an option of a 
referral to a specialist service or a mainstream service should always be provided

Key message(s)

Recap	of	Module	1

• Barriers to accessing 
support for ‘high risk’ 
groups

• Consideration when 
working with diversity

Slide 8 Key message(s) Facilitator dialogue

Recap	of	Module	1

• Burden of disease

• Impact of IPV on 
health

Recap	of	Module	1

• Women are overwhelmingly more likely to be the victims (ABS 2003; Bagshaw & 
Chung 2000) and to suffer associated health impacts.

• Compared with male victims of relationship violence, women are:

• Three times more likely to be injured as a result of violence

• Five times more likely to require medical attention or hospitalisation

• Five times more likely to report fearing for their lives (Statistics Canada 2003).50
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Slide 9 Facilitator dialogue

• Intimate partner violence is responsible for more ill-health and premature death in Victorian women under the 
age of 45 than of any other well-known risk factors, including high blood pressure, obesity and smoking. 

• 59% of the health impact experience by women is anxiety and depression. 

•	[Dependent	on	your	hospitals	policy/position	on	roll	out	of	this	training] This is rational for why we are doing 
this work in focussed/target areas such as Women’s Health, Mental Health and Alcohol and Drug Services to 
start with. These are further recommendations of the WHO. 

Source: The Health Costs of Violence: Measuring the Burden of Disease Caused by Intimate Partner Violence, 
Vic Health, 2004.

Key message(s)

• Burden of disease

• Impact of IPV on 
health

Before slide 10 – Discussion (1-2 mins)

Ask participants what they understand sensitive practice to be?

Wait for one or two responses and show slide 10.
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Slide 10 Facilitator dialogue

• Sensitive practice is the principle that underpins the service model of sensitive inquiry and was developed from 
research with adult survivors of childhood sexual assault and their experiences with health care professionals.51

• The principle is based on the notion that we should not rely on patients disclosing violence in order to provide 
appropriate health care. Rather, care should be provided to all patients in a way that increases their sense of 
safety and control, reducing the risk of re-traumatisation for those who have experienced violence but who 
chose not to disclose it.

•	Remind	staff that as we proceed; we are equipping frontline staff with the capacity to “better identify and 
respond” with brief intervention to family violence. 

•	Further	reiterate	with participants that dependent on the clinical discipline this six-step model may look very 
different in practice i.e. a social workers ability to further inquire and assess risk will differ to that of a nurse/
midwife. 

Key message(s)

• Principle of sensitive 
practice

Slide 11 Key message(s) Facilitator dialogue

• Contextualise 
application and 
examples of sensitive 
practice

• How do staff currently do these things? 

• These things should be universal– it is the basis of ‘patient centred care’ that we 
should provide care that is centric to the patient and what they would like – not 
what we think is best.
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Slide 12 Key message(s) Facilitator dialogue

• Overview of the 
service model

• The following slides we are going to guide you through 6 steps of how to identify 
and respond to family violence.

• Further reiterate with participants that dependent on the clinical discipline this 6 
step model may look very different in practice i.e. a social workers ability to further 
inquire and assess risk will differ to that of a nurse/midwife.

Slide 13 Activity Facilitator dialogue

Question:

1. When is it not 
appropriate to ask 
about family violence? 

2. Ask participants who 
routinely talks about 
confidentiality in their 
initial engagement with 
a patient?

3. Why is this 
necessary?

• Sensitive Inquiry is the approach for directly asking about family violence. 

Your hospital will have a position on when and where sensitive inquiry should occur. 
Please refer to you hospitals policy position. 

• Ask Q1. (see activity) 

• It is deemed ‘safe’ to only inquire about family violence when the woman is alone, 
and privacy can be ensured. 

• The sensitive inquiry of FV should occur when the patient is in a reasonable level of 
comfort i.e. not when she is in active labour etc.

• The WHO recommends that the following minimum requirements be in place prior 
to the inquiry of family violence.

• Ask Q2 & 3.

• Confidentiality is about informed consent and patient rights.

• We need to state that we have limitations to our confidentiality (i.e. that breached 
when there is risk of harm to self or others, or if someone else is at risk of harm). 

• Patient knowledge of privacy in health is often assumed by the health professional.

• Best practice would indicate that this should be discussed at every episode of care.

• Refer staff to the privacy policies of the hospital

Key message(s)

• Introduction to how 
we would prepare to 
‘sensitively inquire’

• Confidentiality 
statement
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Before slide 14

• Ask participants what they understand a framing statement to be? In what other situations have they used these?

Slide 14 Key message(s) Facilitator dialogue

• Preparing the patient 
and the staff member 
asking sensitive 
questions 

• Framing statements provide a context to create a safe, supportive and respectful 
environment. 

• Use words that reiterate that the individual has not been targeted or that a 
judgement has been made about them as an individual

Slide 15 Facilitator dialogue

• Use simple, direct questions, asked in a non-threatening manner.

• Consider asking a set of questions so that various experiences of FV are validated.

• Questions typically do not elicit an adverse response from the patients.

• These are some examples drawn from the Common Risk Management and Risk Assessment Framework 
(CRAF). You may choose to order questions in a way that feels comfortable for you as you build confidence.

• Reiterate to participants that not every patient asked will disclose violence, whether we have suspicions or 
not, and regardless of how we ask the question. This could be for a range of reasons such as:

• She is not psychologically ready 

• She does not identify her experience as being abusive

• Previous negative experiences of disclosure

• Fear of the perpetrator finding out

However, participants should know that by asking they are offering an opportunity to disclose, sending an 
educational message and that these are interventions in themselves. You don’t know where on the journey that 
patient is, and are encouraged to keep asking patients despite levels/rates of disclosure.

If	available	provide staff the cue cards

Key message(s)

• Simple and direct 
questions
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Slide 17 Facilitator dialogue

Dependent of the scope of practice, staff may be more adept (i.e. Social Workers) to explore risk through 
further inquiry, but this step is based on observation and what information patients may have already 
volunteered. This is not an exhaustive list of evidence based risk factors and we considered a more extensive list 
in the previous module.

These factors are to be explored with a patient through the course of a conversation, not as a checklist. It is 
about staff considering risks based on what they are observing or have been told. 

Remind participants that this is a brief model, and to be applied within the scope of their practice. Remind 
participants that whilst there are known risk factors any woman (no matter what their back ground) is at risk.

Dependent of the scope of practice, staff may be more adept (i.e. social workers) to explore risk through 
further inquiry, but this step is based on the professionals observations and what information patients may have 
already volunteered. Possibly provide the CRAF Preliminary Assessment Aide memoire as example of a more 
exhaustive list of risks to give staff an idea of what they could consider when identifying risk. 

Ask participants how they might check the immediate safety of a patient, if information is not already 
volunteered by the patient.

• “Can you tell me about what has been happening lately?”

• “Tell me about the last time he hurt you?”

• On a scale of 1 to 5 how safe do you feel right now?

Key message(s)

• Identification of risk

SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Slide 16 Key message(s) Facilitator dialogue

• Appropriate initial 
responses should 
be validating of the 
disclosure.

• The basis of any response should be to support and reassure them that they are 
not at fault, and that help is available.

Before slide 17

• Ask participants what other risk factors they can identify
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Before slide 18

• Ask participants what they would do in formulating an ‘action plan’?

Slide 18 Facilitator dialogue

As per the CRAF developing an action plan, or planning around safety, should be based on:

•	Patient	assessment	– Research shows that this is often the “surest” indicator, due to the victim’s intimate 
knowledge of the perpetrator. 

•	Evidence	based	risk	indicators – This will help to collate relevant information during an assessment about the 
level of risk and vulnerability. 

•	Professional	judgement	– As it is complex, there is need to consult and be supported. While you cannot 
guarantee a woman’s safety, you can increase the probability of safer outcomes through presenting available 
options.

Examples might include:

• Offer ‘warm’ referrals to the department’s Social Worker

• Offer ‘warm’ referrals the appropriate FV agency in your local region 

• Provide brochures 

• Ask the woman who she might contact or where she might go in an emergency

Key message(s)

• Planning for safety in 
partnership with the 
patient 

• Considering level 
of risk to determine 
response.
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Slide 19 Facilitator dialogue

• When offering referrals, allow the patient to guide you, but make them ‘warm’ referrals – for example:

• Assist the patient in going to the SW department if they are discharged from your area, 

• Assist them in calling a crisis service –you could offer to call the service and speak to them first on her behalf 
and then remain with them while they completes the call. 

• If not supported in transfer to appropriate services, people often disengage. 

• When offering referrals- give options – don’t assume that the ‘CALD’ service for example is what they want 
because English is not their first language etc.

• When there are concerns of imminent risk to the patient or someone else, staff will need to follow hospitals 
policies and procedures in referring to Police and/or Child Protection services. It is strongly advised that this 
be done with the multi-disciplinary team. 

• Mandatory reporting (the legislative requirement imposed on selected classes of people to report suspected 
cases of child abuse and neglect to government authorities) has been enacted across all Australian states and 
territories in various ways. However, the laws are not the same across all jurisdictions. The main differences 
concern who has to report, and what types of abuse and neglect have to be reported.

Key message(s)

• How to refer in your 
organisation

• Patient pathways

• Local services
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SENSITIVE	PRACTICE	MODEL	(35	minutes)	(continued)

Slide 20 Facilitator dialogue

Discuss your local hospital’s policy about the documentation of patient information and the storage of notes.

Inform the participants that a documentation form will be finalised and is due to be implemented for the 
purposes of:

• Having a standardised approach to information relating to family violence 

• Having a standardised location in notes where this info is kept

• Acting as a prompt for staff to know what things to have considered

• To serve as a data capturing tool for quality and assurance purposes

Documentation is crucial and notes can be subpoenaed in the case of legal action or family violence homicide. 
At the Women’s we request that clinicians document: 

• Date 

• Your name 

• Person’s name

• Suspected family violence 

• Your observations

• Your actions, including secondary consultation

• Follow up – what actions need to be taken?

Discuss your local hospital’s policy about the documentation of patient information, privacy and confidentiality 
and the storage of notes

Key message(s)

• How to document in 
your organisation
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SUMMARY	(3	minutes)

Slide 21 Facilitator dialogue

• Acknowledge that this isn’t easy work. 

• Recognise that this can be complex work and if staff do not feel confident in the most appropriate safety 
planning for a patient who discloses family violence, consult	with	senior	staff	or	expert	staff	or	social	work	
staff

• For your own self-care, refer to Employee Assistance Program for the purpose of staff support. Make the 
service details available to all participants, by providing it in training packs etc. 

•	Resources – More information is available in your participant notes

•	Further	training – acknowledge that this is a complex issue, and that this training is brief; please encourage 
the uptake of any further full study days.

• Let participants know that a survey will be sent around to gauge how the training was received.

Activity

In	closing:

• Ask each participant 
what they found most 
interesting?
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CONDENSED	MODULE	1	&	2
Shared responsibility and identifying and responding

WELCOME	&	BACKGROUND	(7	minutes)

Slide 1 Facilitator dialogue

Acknowledgement	of	Country occurs at the beginning of a presentation or training. The following are two 
Acknowledgment of Country suggestions for staff on Kulin Nation traditional land. 

“This hospital acknowledges and pays its respect to the people of the Kulin Nations, the traditional owners of 
the country on which we are meeting today.” 

“We respectfully acknowledge that we are meeting on the traditional land of the Kulin Nation, made up of the 
tribes of Boonerwrung, Wurundjeri, Taungerong, Dja Wrung and Wathaurung.”

Trainers doing an Acknowledgement of the Traditional Owners outside of the Women’s or the Kulin Nation must 
check with the Local Land Council who the traditional owners of the country are. 

Project	background

Advise participants that this session is a combination of two training package modules developed by the 
Women’s and Bendigo Health in partnership with Our Watch and funded by DHHS. While the training package 
has been put together from the experiences of a Victorian pilot it is available for all hospitals across Australia. 

This module is	targeted	to	clinical	staff.

Content	warning	about	topic

Family violence is common and the content in this training may make you think about your current situation or 
a past situation or you may know someone who is experiencing family violence 

This training could be upsetting. Advise them to take care and seek support if needed i.e. Friends and Family, 
Employee Assistance Programs (EAP) – have these brochures available.

Remind staff that this is not an ‘endurance test’ and if they need to take some time aside they are welcome to. 

We will not assume that those leaving the room perhaps to use the bathroom ‘aren’t coping’. 

Recognise that for the purposes of this training, we will keep discussions brief (due to time constraints). Where 
time allows, they are welcome to share their professional experiences, as it can enhance the learning of others. 
Please ensure however that the confidentiality of patients is maintained in doing so.

Confidentiality – seek agreement in the room that what is shared in today’s session is confidential and stays in 
the room.

Key message(s)

• Welcome participants, 
introduce yourself and 
the co-facilitator 

• Content warning and 
self-care
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1 & 2CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

WELCOME	&	BACKGROUND	(7	minutes)	(continued)

Slide 2 Facilitator dialogue

Refer to slide

Slide 3 Facilitator dialogue

Today we will be briefly covering …. read slide

Slide 4 Key message(s) Facilitator dialogue

• Family violence is a 
serious health issue.

Reassure participants that this training is not	about	preparing	them	to	become	
family	violence	experts	and it is not about adding to their workload. It is about 
increasing awareness and understanding. And providing them with some more tools 
to support their work. 

The National Plan to Reduce Violence against Women and their Children 2010–
2022 (the National Plan) indicates women are more likely to disclose to health 
professionals and that the first response is pivotal to their safety and support. 
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)

Before slide 5 activity 

Ask the room to provide some examples of what might constitute FV.

Slide 5 Key message(s) Facilitator dialogue

• Defining FV This is the legal definition of ‘family violence behaviours’ as per the Family Violence 
Protection Act 2008 (Vic).

FV is based on unequal power that can be maintained economically, physically, 
emotionally and psychologically and has its basis in fear can be ongoing or a one-off 
action. 

Family violence is characterised by imbalance in power whereby the perpetrator 
uses abusive behaviours and tactics to obtain power and control over the victim 
causing fear.

Slide 6 Activity Facilitator dialogue

Question/	discussion

What are some potential 
short and long term 
health issues, behaviours 
or outcomes for children 
exposed to IPV?

The impact of living in a violent environment on a child’s emotional wellbeing, social 
capacity and cognitive ability, are both immediate and long term. 

As a result of these broader impacts, intimate partner violence cannot be addressed 
in isolation. 

Clinicians will need to ensure that interventions and pathways seek to also ensure 
the safety of the children.

Family violence was a factor in 80% of child deaths known to child protection in 2013 
(State of Victoria, Commission for Children and Young People, 2013)

Key message(s)

• Impacts on children 
exposed to IPV
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1 & 2
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)	(continued)

Slide 7 Key message(s) Facilitator dialogue

When working with 
children experiencing 
violence, keep the 
‘voice of the child’ 
metaphorically i.e. 
(consider their needs) in 
the room even though 
the child or children are 
not present.

The ‘paramount 
principle’ – the interests 
of children should be 
prioritised over the 
interests of all other 
parties

Mandatory	reporting

• This is discussed more in Module 2 – referrals

• Mandatory reporting (the legislative requirement imposed on selected classes 
of people to report suspected cases of child abuse and neglect to government 
authorities) has been enacted across all Australian states and territories in various 
ways. 

• However, the laws are not the same across all jurisdictions. The main differences 
concern who has to report, and what types of abuse and neglect have to be 
reported. 

Department of Human Services. 2012. Mandatory Reporting. Advice no. 1122.

• Early and repeated exposure of children to family violence may result in:

• “Negative impacts on physical, psychological, emotional, social, behavioural, 
developmental and cognitive well-being and functioning”

Department of Human Services. 2013. Assessing children and young people 
experiencing family violence: A practice guide for family violence practitioners.

Slide 8 Key message(s) Facilitator dialogue

• Women are most at 
risk in their own home.

Home should be a place of safety, sanctuary but for many women is often not.

Australian women are most likely to experience physical and sexual violence in their 
home, at the hands of a male current or ex-partner.
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)	(continued)	

Slide 9 Activity Facilitator dialogue

Question

Ask participants for 
their reactions to these 
figures.

Consider – statistically 
if it’s 1 in 3; how many 
women many women 
presenting to this 
service on a daily/
weekly/yearly basis 
could we potentially 
identify?

Read through the statistics. 

Advise that these have been collated through the Australian Bureau of Statistics, 
Personal Safety Survey (PSS) from 2012. The survey collects information of men and 
women over the age of 18 about the nature and extent of violence experienced by 
men and women since the age of 15, including their experience of violence in the  
12 months prior to the survey.

Information is reliant on people residing in a private dwelling; PSS may have also 
under represented those from a non-English speaking background due to limited use 
of interpreters. Key message(s)

• Family violence is 
common.

Before slide 10 – Activity – Common myths (3 mins)

Ask participants about any myths (or incorrect assumptions) about family violence that they have heard or the media promotes? 

Ask 1 or 2 participants to share their answers then show slide 10.
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

DEMYSTIFYING	FAMILY	VIOLENCE	(20	minutes)	(continued)

Slide 10 Facilitator dialogue

Raise the point that participants will have their own biases (unconscious) i.e. beliefs and values gained from 
family, culture and a lifetime of experiences that heavily influence how they view family violence.

As the video mentions, simply expecting that women could just leave an abusive relationship assumes that 
women choose to stay and continues to remove accountability from the perpetrator.52 This is the most 
lethal time, and there are a range of psychological and practical things that need to be in place for women 
experiencing violence to be able to leave safely. 

Ask what effect the perpetuation of these myths do to the victim?

Note that often the focus is on what the woman experiencing violence does or does not do rather than 
questioning the perpetrator’s violent behaviour?

Provide	the	story of the man who controls his anger in other environments: work, sports clubs, social events 
and in the community. There are examples of this in Australian society.

• Case of James Ramage, a successful businessman who murdered his wife Julie by strangling her in the 
family room of their Balwyn home. his criminal record shows he was acquitted of murder and found guilty of 
manslaughter.53

• This case also demonstrates how myths about family violence (such as men not being able to control their 
anger when provoked) has become embedded in social institutions – in this instance the criminal charge was 
reduced from homicide to manslaughter on the basis that his wife ‘verbally provoked him’ into committing an 
act of homicide.

• Murder/suicide of the Hunt family in Lockheart, NSW

Note that the media often perpetuates things further by diluting the attention and reporting of family 
violence. For example, an emphasis on the mental health aspect of the perpetrator and providing suicide 
prevention supports at the end of articles, as opposed to support for women and their children who might be 
experiencing/impacted by violence. See for example media articles relating to the two recent cases referred to 
above and the media depiction of these stories.

Key message(s)

• Particular attitudes 
of the community 
reinforce and excuse 
family violence.

• Victim blaming shifts 
focus from perpetrator 
accountability

• Unconscious bias can 
shape our view of 
family violence.

C
O

ND
ENSED

M

ODULE

1 & 2



TRAINING MANUAL • EDITION 2 • AUGUST 201652STRENGTHENING HOSPITAL RESPONSES TO FAMILY VIOLENCE

CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

UNDERSTANDING	THE	CAUSES	AND	IMPACT	OF	FAMILY	VIOLENCE	(10	minutes)

Slide 11 Facilitator dialogue

Gender inequality creates the necessary social context for violence against women to occur.

Slide 12 Activity Facilitator dialogue

Activity	(5	mins)

Show case study slide 
and ask the whole 
group:

• What relevant health 
related questions 
would be ROUTINELY 
asked by nursing or 
midwifery staff in a 
scenario* like this? 
Examples might 
include:

• Do you have any pain 
anywhere? 

• Do you have any 
allergies?

• Are you pregnant?

• How was this treated 
last time?

Complete activity. 

What	about	asking	if	she	is	experiencing	any	form	of	violence?

• Explain what could be achieved if all health care professionals were as informed 
about family violence as they are about wound care, or diabetes management, for 
example.

• The World Health Organization (WHO) states we should inquire about FV when 
assessing for conditions that may be “caused or complicated” by intimate partner 
violence (IPV). 

• By incorporating family violence into routine assessment and normalising as part of 
health care, we are seeking to better identify the cause of the health problem, and 
therefore we are better able to diagnose and treat conditions.

• Consider how long it took to adopt the approach in society that smoking was bad 
for your health, and that you’d be then asked if you were a smoker? Can you recall 
a time when workplaces EVEN HOSPITALS would smoke inside, in office spaces, at 
the patient bedside? 

• Being asked about this issue and other ‘sensitive issues’ such as mental health is 
now normal clinical practice; we need to approach family violence in a similar way.

*Scenario may need adaptation dependent on audience/ department being trained. 
If time allows, multiple case scenarios could be offered inclusive of scenarios that 
consider intersectionality and how staff would respond to each scenario.

Key message(s)

• Context of how FV 
relates to health

• Importance of asking 
direct questions to 
improve diagnosis and 
treatment
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

UNDERSTANDING	THE	CAUSES	AND	IMPACT	OF	FAMILY	VIOLENCE	(10	minutes)	(continued)	

Slide 13 Activity Facilitator dialogue

Ask:

• Are there any that you 
are surprised by? 

• Have you ever 
had professional 
experiences of 
seemingly medically 
related presentations 
that have resulted in 
the identification of 
violence?

According to research the following form the list of clinical conditions that are 
associated to IPV.54 

Many of the clinical diagnosis here may be directly caused or complicated by 
intimate partner violence.55 

As a result, we should consider that when assessing for such conditions we should 
also consider assessing for family violence in order to better diagnose and treat56.

In explaining the correlation of family violence to many of these conditions we 
consider the psychological impact and ‘social determinants’ of health. For example, 
adverse health and the progression of some of these conditions could be due to the 
result of limited or controlled access to resources. i.e., a woman may be permitted 
to only seek health care at particular times such as during pregnancy, or may not 
have the financial means (possibly as a result of financial control) to seek health 
care and treatment/prescriptions, causing a condition to progress, reoccur or remain 
untreated.

Key message(s)

• Illustrating impact of 
family violence on 
health

• Conditions that may 
serve as an indicator 
to further assess for 
family violence
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

UNDERSTANDING	THE	CAUSES	AND	IMPACT	OF	FAMILY	VIOLENCE	(10	minutes)	(continued)

Slide 14 Facilitator dialogue

The point of the exercise is to consider all the complexities that may pose barriers to women feeling safe and 
able to disclose violence, and to start to think about ‘enablers’.

There are some groups in our society where there are additional factors that impact on vulnerability for 
continued violence; it is not a determining factor. For example, not ALL that may identify with one of these 
groups will have experienced violence, but it is due to these barriers that their experience of family violence is 
further compounded. Are there any groups that surprise you?

Key	fact(s)

Indigenous women experience disproportionately high levels of family violence.

There is growing evidence that women with a disability are more likely to experience violence. For example, 
90% of Australian women with an intellectual disability have been subjected to sexual abuse57.

Just as in healthcare, there are specialist FV agencies that will have best practices for these groups/
communities. 

While specialist service exists that responds to the needs of women from diverse backgrounds, an option of a 
referral to a specialist service or a mainstream service should always be provided.

Key message(s)

• Barriers to accessing 
support for ‘high risk’ 
groups

• Consideration when 
working with diversity

Slide 15 Facilitator dialogue

Recap	of	Module	1

• Women are overwhelmingly more likely to be the victims (ABS 2003; Bagshaw & Chung 2000) and to suffer 
associated health impacts.

• Compared with male victims of relationship violence, women are:

• Three times more likely to be injured as a result of violence

• Five times more likely to require medical attention or hospitalisation

• Five times more likely to report fearing for their lives (Statistics Canada 2003).58
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

SENSITIVE	PRACTICE	MODEL	(25	minutes)

Slide 16 Facilitator dialogue

Sensitive practice is the principle that underpins the service model of sensitive inquiry and was developed from 
research with adult survivors of childhood sexual assault and their experiences with health care professionals.59

The principle is based on the notion that we should not rely on patients disclosing violence in order to provide 
appropriate health care. Rather, care should be provided to all patients in a way that increases their sense of 
safety and control, reducing the risk of re-traumatisation for those who have experienced violence but who 
choose not to disclose it.

Remind staff that as we proceed; we are equipping frontline staff with the capacity to “better identify and 
respond” with brief intervention to family violence. 

Further reiterate with participants that dependent on the clinical discipline this 6 step model may look very 
different in practice i.e. a social workers ability to further inquire and assess risk will differ to that of a nurse/
midwife.

Key message(s)

• Principle of sensitive 
practice

Slide 17 Key message(s) Facilitator dialogue

• Contextualise 
application and 
examples of sensitive 
practice

How do staff currently do these things? 

These things should be universal – it is the basis of ‘patient centred care’ that we 
should provide care that is centric to the patient and what they would like – not what 
we think is best.

Slide 18 Key message(s) Facilitator dialogue

• Overview of the 
service model

The following slides we are going to guide you through six steps of how to identify 
and respond to family violence.

Further reiterate with participants that, dependent on the clinical discipline, this  
six-step model may look very different in practice, i.e. a social workers ability to 
further inquire and assess risk will differ to that of a nurse/midwife.
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

SENSITIVE	PRACTICE	MODEL	(25	minutes)	(continued)	

Slide 19 Activity Facilitator dialogue

Question

1. When is it not 
appropriate to ask 
about family violence? 

2. Ask participants who 
routinely talks about 
confidentiality in their 
initial engagement with 
a patient?

3. Why is this 
necessary?

Sensitive Inquiry is the approach for directly asking about family violence. 

Your hospital will have a position on when and where sensitive inquiry should occur. 
Please refer to you hospitals policy position. 

Ask	Q1	(see	activity)	

It is deemed ‘safe’ to only inquire about family violence when the woman is alone, 
and privacy can be ensured. 

The sensitive Inquiry of FV should occur when the patient is in a reasonable level of 
comfort i.e. not when she is in active labour etc.

The WHO recommends that the following minimum requirements be in place prior to 
the inquiry of family violence.

Ask	Q2	&	3

Confidentiality is about informed consent and patient rights.

We need to state that we have limitations to our confidentiality (i.e. that breached 
when there is risk of harm to self or others, or if someone else is at risk of harm). 

Patient knowledge of privacy in health is often assumed by the health professional.

Best practice would indicate that this should be discussed at every episode of care.

Refer staff to the privacy policies of the hospital

Key message(s)

• Introduction to how 
we would prepare to 
‘sensitively inquire’

• Confidentiality 
statement

Before slide 20

Ask participants what they understand a framing statement to be? In what other situations have they used these?
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

SENSITIVE	PRACTICE	MODEL	(25	minutes)	(continued)	

Slide 20 Key message(s) Facilitator dialogue

• Preparing the patient 
and the staff member 
asking sensitive 
questions

Framing statements provide a context to create a safe, supportive and respectful 
environment. 

Use words that reiterate that the individual has not been targeted or that a 
judgement has been made about them as an individual.

Slide 21 Facilitator dialogue

Use simple, direct questions, asked in a non-threatening manner.

Consider asking a set of questions so that various experiences of FV are validated.

Questions typically do not elicit an adverse response from the patients.

These are some examples drawn from the Common Risk Management and Risk Assessment Framework (CRAF). 
You may choose to order questions in a way that feels comfortable for you as you build confidence.

Reiterate to participants that not every patient asked will disclose violence, whether we have suspicions or not, 
and regardless of how we ask the question. This could be for a range of reasons such as:

• She is not psychologically ready 

• She does not identify her experience as being abusive

• Previous negative experiences of disclosure

• Fear of the perpetrator finding out

However, participants should know that by asking they are offering an opportunity to disclose, sending an 
educational message and that these are interventions in themselves. You don’t know where on the journey that 
patient is, and are encouraged to keep asking patients despite levels/rates of disclosure.

If available provide staff the cue cards

Key message(s)

• Simple and direct 
questions
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

SENSITIVE	PRACTICE	MODEL	(25	minutes)	(continued)	

Slide 22 Key message(s) Facilitator dialogue

• Appropriate initial 
responses should 
be validating of the 
disclosure.

The basis of any response should be to support and reassure them that they are not 
at fault, and that help is available.

Before slide 23

Ask participants what other risk factors they can identify. 

Slide 23 Facilitator dialogue

Dependent of the scope of practice, staff may be more adept (i.e. social workers) to explore risk through further 
inquiry, but this step is based on observation and what information patients may have already volunteered. 

This is not an exhaustive list of evidence based risk factors and we considered a more extensive list in the 
previous module. These factors are to be explored with a patient through the course of a conversation, not as a 
checklist. It is about staff considering risks based on what they are observing or have been told.

Remind participants that this is a brief model, and to be applied within the scope of their practice. Whilst there 
are known risk factors, any woman (no matter what their back ground) is at risk.

Possibly provide the CRAF Preliminary Assessment Aide memoire as example of a more exhaustive list of risks 
to give staff an idea of what they could consider when identifying risk. 

Ask participants how they might check the immediate safety of a patient, if information is not already 
volunteered by the patient.

• “Can you tell me about what has been happening lately?”

• “Tell me about the last time he hurt you?”

• On a scale of 1 to 5 how safe do you feel right now?

Key message(s)

• Identification of risk
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

SENSITIVE	PRACTICE	MODEL	(25	minutes)	(continued)	

Slide 24 Facilitator dialogue

As per the CRAF developing an action plan, or planning around safety, should be based on:

•	Patient	assessment – Research shows that this is often the “surest” indicator, due to the victim’s intimate 
knowledge of the perpetrator. 

•	Evidence	based	risk	indicators – This will help to collate relevant information during an assessment about the 
level of risk and vulnerability. 

•	Professional	judgement	– As it is complex, there is need to consult and be supported. While you cannot 
guarantee a woman’s safety, you can increase the probability of safer outcomes through presenting available 
options.

Examples might include:

• Offer ‘warm’ referrals to the department’s Social Worker

• Offer ‘warm’ referrals the appropriate FV agency in your local region 

• Provide brochures 

• Ask the woman who she might contact or where she might go in an emergency

Key message(s)

• Planning for safety in 
partnership with the 
patient 

• Considering level 
of risk to determine 
response.
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

SENSITIVE	PRACTICE	MODEL	(25	minutes)	(continued)	

Slide 25 Facilitator dialogue

When offering referrals, allow the patient to guide you, but make them ‘warm’ referrals – for example:

• Assist the patient in going to the SW department if they are discharged from your area, 

• Assist them in calling a crisis service – you could offer to call the service and speak to them first on her behalf 
and then remain with them while they completes the call. 

If not supported in the transfer to appropriate services, people often disengage. 

When offering referrals, give options – don’t assume that the ‘CALD’ service for example is what they want 
because English is not their first language etc.

When there are concerns of imminent risk to the patient or someone else, staff will need to follow hospitals 
policies and procedures in referring to Police and/or Child Protection services. It is strongly advised that this be 
done with the multi-disciplinary team. 

Mandatory reporting (the legislative requirement imposed on selected classes of people to report suspected 
cases of child abuse and neglect to government authorities) has been enacted across all Australian states and 
territories in various ways. However, the laws are not the same across all jurisdictions. The main differences 
concern who has to report, and what types of abuse and neglect have to be reported.

Key message(s)

• How to refer in your 
organisation

• Patient pathways

• Local services
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CONDENSED MODULE 1 & 2: SHARED RESPONSIBILITY AND IDENTIFYING AND RESPONDING

SENSITIVE	PRACTICE	MODEL	(25	minutes)	(continued)	

Slide 26 Facilitator dialogue

Discuss your local hospital’s policy about the documentation of patient information and the storage of notes.

Inform the participants that a documentation form will be finalised and is due to be implemented for the 
purposes of:

• Having a standardised approach to information relating to family violence 

• Having a standardised location in notes where this info is kept

• Acting as a prompt for staff to know what things to have considered

• To serve as a data capturing tool for quality and assurance purposes

Documentation is crucial and notes can be subpoenaed in the case of legal action or family violence homicide. 
At the Women’s we request that clinicians document: 

• Date 

• Your name 

• Person’s name

• Suspected family violence 

• Your observations

• Your actions, including secondary consultation

• Follow up – what actions need to be taken?

Discuss your local hospital’s policy about the documentation of patient information, privacy and confidentiality 
and the storage of notes

Key message(s)

• How to document in 
your organisation
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SUMMARY	(3	minutes)

Slide 27 Facilitator dialogue

Acknowledge that this isn’t easy work. 

Recognise that this can be complex work and if staff do not feel confident in the most appropriate safety 
planning for a patient who discloses family violence, consult with senior staff or expert staff or social work staff

For your own self-care, refer to Employee Assistance Program for the purpose of staff support. Make the 
service details available to all participants, by providing it in training packs etc. 

Resources	

More information is available in your participant notes

Further	training	

Acknowledge that this is a complex issue, and that this training is brief; please encourage the uptake of any 
further full study days.

Let participants know that a survey will be sent around to gauge how the training was received.

Activity

In closing:

• Ask each participant 
what they found most 
interesting? 
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Suggested	pre-reading	or	key	reference	documents	for	facilitators
 » See Tool 6A – Pre and post training survey
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Definition		
of	terms

Consumer Definition

Child	abuse Any action, or lack of action, that significantly harms the child’s physical, 
psychological or emotional health and development.

The Child Youth and Families Act 2005 (Vic) enables consideration of the 
pattern and history of harm and the impacts on a child’s safety, stability and 
development. There is an overwhelming body of evidence which indicates that 
chronic neglect, abuse and family violence are harmful and have a cumulative and 
detrimental effect on a child’s development. Child abuse can occur within a single 
incident or on multiple occasions and is categorised in the following manner:
1. physical abuse
2. sexual abuse
3. emotional/psychological abuse
4. neglect.60

Elder	abuse Any act occurring within a relationship where there is an implication of trust, 
which results in harm to an older person. Abuse may be physical, sexual, financial, 
psychological, and social and/or neglect.61

Family	
violence	(FV)

As per the Family Violence Protection Act 2008 (Vic);

(a) Behaviour by a person towards a family member of that person if that 
behaviour —
i. is physically or sexually abusive; or
ii. is emotionally or psychologically abusive; or
iii. is economically abusive; or
iv. is threatening; or
v. is coercive; or
vi. in any other way controls or dominates the family member and causes 

that family member to feel fear for the safety or wellbeing of that family 
member or another person; or

(b) Behaviour by a person that causes a child to hear or witness, or otherwise be 
exposed to the effects of, behaviour referred to in paragraph (a);

(c) The Act also contains a preamble that states that ‘The Parliament also 
recognises the following features of family violence;

(d) That while anyone can be a victim or perpetrator of family violence, family 
violence is predominantly committed by men against women, children and 
other vulnerable persons’;

(e) That children who are exposed to the effects of family violence are 
particularly vulnerable and exposure to family violence may have a serious 
impact on children’s current and future physical, psychological and emotional 
wellbeing;

(f) That family violence — 
i. affects the entire community; and 
ii. occurs in all areas of society, regardless of location, socioeconomic and 

health status, age, culture, gender, sexual identity, ability, ethnicity or 
religion;

(g) That family violence extends beyond physical and sexual violence and may 
involve emotional or psychological abuse and economic abuse;

(h) That family violence may involve overt or subtle exploitation of power 
imbalances and may consist of isolated incidents or patterns of abuse over a 
period of time.
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DEFINITION OF TERMS

Consumer Definition

Family	
member

As per the Family Violence Protection Act 2008 (Vic)

(a) a person who is, or has been, the relevant person’s spouse or domestic 
partner; or

(b) a person who has, or has had, an intimate personal relationship with the 
relevant person; or

(c) a person who is, or has been, a relative of the relevant person; or

(d) a child who normally or regularly resides with the relevant person or has 
previously resided with the relevant person on a normal or regular basis; 
or

(e) a child of a person who has, or has had, an intimate personal relationship 
with the relevant person

(2) For the purposes of subsections (1) (b) and (1) (e), a relationship may be an 
intimate personal relationship whether or not it is sexual in nature.

(3) For the purposes of this Act, a “family member” of a person (the “relevant 
person”) also includes any other person whom the relevant person regards 
or regarded as being like a family member if it is or was reasonable to 
regard the other person as being like a family member having regard to the 
circumstances of the relationship, including the following:

(a) the nature of the social and emotional ties between the relevant person 
and the other person;

(b) whether the relevant person and the other person live together or relate 
together in a home environment;

(c) the reputation of the relationship as being like family in the relevant 
person’s and the other person’s community;

(d) the cultural recognition of the relationship as being like family in the 
relevant person’s or other person’s community;

(e) the duration of the relationship between the relevant person and the 
other person and the frequency of contact;

(f) any financial dependence or interdependence between the relevant 
person or other person;

(g) any other form of dependence or interdependence between the relevant 
person and the other person;

(h) the provision of any responsibility or care, whether paid or unpaid, 
between the relevant person and the other person;

(i) the provision of sustenance or support between the relevant person and 
the other person.

Example

A relationship between a person with a disability and the person’s carer may 
over time have come to approximate the type of relationship that would exist 
between family members.

(4) For the purposes of subsection (3), in deciding whether a person is a family 
member of a relevant person the relationship between the persons must be 
considered in its entirety.

Partner A person’s spouse or domestic partner irrespective of gender.

Two women living together in an intimate personal relationship have the same 
legal rights and obligations as a heterosexual couple.
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DEFINITION OF TERMS

Consumer Definition

Domestic	
partner

A person who is in a registered relationship within the meaning of the 
Relationships Act 200862 with the person;

(b) an adult to whom the person is not married but with whom the person is in a 
relationship as a couple where one or each of the persons provides personal 
or financial commitment and support of a domestic nature for the support of 
the other person.

The definition of domestic partner
- is inclusive of all genders
- whether or not the persons are living under the same roof.

Intimate	
partner	
violence

This refers to behaviour by an intimate partner that causes “physical, sexual or 
psychological harm, including acts of physical aggression, sexual coercion, and 
psychological abuse and controlling behaviours”.63

This definition covers violence by both current and ex-partners and other intimate 
partners.

Victim/survivor A term used in conventional practice and throughout this document to refer to 
those that may have identified as experiencing family violence. It is in recognition 
of language on our patterns and behaviours. ‘Victim’ is commonly understood as 
emphasising the innocence of one against who a crime is perpetrated, the term 
‘survivor’ alone does not alert us to this major actor.64

Guidelines	or	
protocols

Also known as standard procedures/Clinical Practice Guidelines.

Patient Generally refers to the consumer/client of the health service who is experiencing 
violence, also known as the ‘victim/survivor’.

Policy Statements of principle that guide decision-making and service delivery.

Procedures More detailed instructions about how policies should be carried out by staff.

Primary	
prevention

Refers to the efforts of society to promote, protect and sustain the health of the 
population. In family violence and violence against women it involves seeking 
to prevent violence before it occurs by addressing the root causes; the unequal 
distribution of power between men and women, rigid gender roles and attitudes, 
norms, behaviours and practices that support violence.65

A holistic approach to prevention involves also challenging structural inequalities, 
negative stereotypes and discrimination, including those based on Aboriginality, 
disability, class and socio-economic status, ethnicity, religion, sexual identity and 
refugee status.66

Secondary	
prevention

Secondary prevention within the context of family violence and violence against 
women is targeted towards individuals and groups who display early signs of 
perpetrating violent behaviour or of being subject to violence.67 Secondary 
prevention is also known as Early Intervention.

Tertiary	
prevention

Tertiary prevention in relation to family violence and violence against women 
involves providing intervention, support and treatment to those who are affected 
by violence or to those who use violence. Intervention strategies are implemented 
after violence occurs.68 Tertiary prevention is also known as Response.

Response Action or strategy to prevent or minimise risks of family violence from  
re-occurring.

Sensitive	
practice

A World Health Organization framework69 for a way of operating as a health 
professional that is designed to increase a patient’s sense of safety, respect and 
control, ultimately reducing the risk of re-traumatisation for victim/survivors, who 
may chose not to disclose it.
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DEFINITION OF TERMS

Consumer Definition

Sensitive	
inquiry

An approach of routinely asking patient’s about their experience(s) of family 
violence underpinned by a framework of sensitive practice. The approach used 
here is based on the World Health Organization’s clinical70 enquiry approach 
and Health Canada’s principles of sensitive practice, which drew on lessons from 
victim/survivors of childhood sexual abuse.71

Sexual	
violence

Defined by the Australian Bureau of Statistics as “any incidents of sexual assault 
and/or sexual threat”72

This describes a range of sexual behaviours that make someone feel 
uncomfortable, frightened, intimidated or threatened.

These behaviours are all ‘violent’ in the sense that they are a violation, whether 
they involve physical violence or not. Some can be life-threatening. They 
include73:
• sexual harassment (for example, unwanted sexual comments or jokes)
• sexual coercion (pressuring or forcing someone into having sex)
• unwanted sexual touching of any kind
• being forced to watch sexual things, including pornography
• voyeurism (being watched doing intimate things without having given your 

permission)
• sexual assault, including rape
• threats or other kinds of intimidation of a sexual nature.

Sexual	assault Any sexual behaviour that makes a person feel uncomfortable, frightened or 
threatened. It is sexual activity to which a person does not consent. The use 
of emotional or physical violence to force another person to engage in sexual 
activity also constitutes sexual assault. Sexual assault can take various forms, 
some of which are criminal offences: touching, fondling, kissing, being made 
to look at, or pose for, pornographic photos, voyeurism, exhibitionism, sexual 
harassment , verbal harassment/innuendo, rape, incest/intrafamilial child sexual 
assault, stalking.74

Violence	
against	women

A broad umbrella term, defined by the United Nations as “any act of gender-
based violence that results in, or is likely to result in, physical, sexual or mental 
harm or suffering to women, including threats of such acts, coercion or arbitrary 
deprivation of liberty, whether occurring in public or in private life”. It includes 
many different forms of violence against women and girls, such as intimate 
partner violence, non-partner sexual violence, trafficking, and harmful practices 
such as female genital mutilation.75
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